Letters to the Editor
Counselling in general practice From Mrs Jill Irving Counselling in Medical Settings Division British Associationfor Counselling Sir, Whilst agreeing with Dr Martin (March Journal, p 186) that research has yet conclusively to demonstrate the efficacy of counselling over other methods of treatment, I feel his editorial does not do justice to the complementary effect it has. The need for counselling to be a more readily and easily available service that general practitioners can offer their patients is an issue that has been swept under the carpet far too long.
Despite the diversity of approaches used by counsellors, the scepticism some doctors feel about non-medical personnel working in general practice, and the lack of formal employment procedures for counsellors to work in the NHS, there is continued interest in the role of the counsellor in the primary care team and the last decade has seen the growth of numerous counsellor attachment schemes.
A Working Party (of which I was a member) set up by the Counselling in Medical Settings Division of the British Association for Counselling found that general practitioners varied in their understanding of the counselling process (Irving 1985) , but those who had a practice counsellor found the benefits to be numerous (Rowland & Irving 1984) . Ease of referral, continuity and evaluation of care, early identification of the patients' problem, fewer inappropriate referrals and investigations, and fewer hospital admissions, were gains doctors identified as accruing to them. Patients offered counselling said that this was the type of service they wanted and found helpful (Anderson & Hasler 1979) . Why then should it be assumed that these assessments are poor indicators of success when it has been suggested that the number of patients consulting their doctor with a 'life problem', or symptoms reflecting an underlying psychosocial problem, rather than an organic complaint, can be as high as one-third of all patients seen (Wyld 1981) ?
Well-being is a notoriously difficult quality to evaluate, and research studies which have tried to translate improvements in well-being into economic statistics have been dogged with difficulties. The most usual outcome measures have been reduction/increase in doctors' time and in the prescribing of psychotropic drugs. Unfortunately, these measures cannot take into account national changes in prescribing (such as the recent res-ponses to the knowledge of the long-term effects of tranquillizers). More importantly, perhaps, is the artificiality they can impose on counselling procedures and the counselling process which tends to invalidate the results. Rather than continuing to pursue a quantitative mode of research that may alter the quality of the work, would it be more sensible to use the limited financial resources available to investigate ways of providing a standardized counselling service within the primary care team? Whether or not this would save the DHSS money is arguable; what it would provide is an alternative service for those who undoubtedly find counselling the most helpful approach when experiencing the debilitating effects of stress. Dr Martin replies below: Sir, I would agree with Mrs Jill Irving that a counselling service is seen as beneficial by doctors and patients. A survey of patient's perceptions of counselling in my own practice showed that they found that this service helped them to cope with their feelings, gave relief from their symptoms, and helped them to work out a solution to their problems (Martin & Mitchell 1983) . However, how patients feel affects their behaviour-for instance how they adjust to a major problem or illness (Weiss 1976). Patient's feelings may also predict survival in metastatic cancer (Derogatis et al. 1979 ) and more general mortality (Singer et al. 1976 ). Many of the surveys to date have attempted to determine the effect of counselling by measuring only a few parameters occurring at the doctor/patient interface. It may well be that this is not a relevant measurement. However, if patients' feelings do affect their behaviour, then their perception of their problems should be measured both before and after counselling using a valid and reliable instrument such as the Nottingham Health Profile (Hunt et al. 1985) . Any changes in behaviour should be measured and an attempt should be made to correlate these with changes in patient's feelings. The plea to investigate ways of providing a standardized counselling service in the primary health care team before, or even instead of, measuring what benefit acrues from the service, is asking for a belief in this service akin to that demanded by a religious faith.
The problems that we are addressing in our practice, and eventually we hope with other practices whose teams include counsellors, are:
(1) What is the experience of patients in counselling and how do we define it? (2) How do we measure this experience?
(3) How do we measure the effect of it? (4) Does the measured experience of patients in or after counselling relate to the perceived problem at referral? (5) If so, then how does the experience relate to the problem? (6) Does the experience of counselling make the problem less liable to require professional help on a future occasion? (7) How does the experience of counselling affect a person's view of themselves, their relationships with other people and the world? (8) How does one measure this?
When some of these questions have been answered it will be easier to argue for the widespread provision of a counselling service in the primary health care team. It will also be possible to define the content of a standardized service. (1985) concluded that the relatively slow development of counselling in medical settings had been hindered by a number of factors and that its development in the future will depend largely upon changes in public health policy.
Counselling can be seen as a form of treatment, and also a kind of communication: an objective evaluation of the latter has never been easy. Perhaps that is why doctors are not united about, for example, how, when and indeed whether they should talk openly with patients about their condition, if they believe it to be terminal.
Perhaps an equally important question as to whether counselling is useful and cost-effective is:
what are the characteristics of effective counselling? It is unlikely to be personal, because everyone counsels with different personalities and life experiences; even if they have had a similar degree of training, supervision and counselling experience, they will all function differently as counsellors. The usefulness of counselling, whatever outcomes are chosen, is likely to depend not only on the type of patient but also the type of counsellor, and, indeed, perhaps the mix between the two. Some counsellors may be most helpful to some patients but not to others, and that will not necessarily depend on whether or not that patient has a diagnosed problem in which the counsellor specializes.
Meanwhile those general practitioners who wish to follow their colleagues in using counsellors have no guidance at all. For that reason the Counselling in Medical Settings Division of the British Association for Counselling has prepared two booklets, provisionally titled 'Counselling in General Practice'one for GPs (by Joan Hurd & Nancy Rowland) and one for counsellors (by Jill Irving & Voirrey Heath) -which we plan to publish in September, not as a definitive answer but as a building block in evolving this work. Two of the authors of these booklets recently published a useful summary of their work in the Journal of the Royal College of General Practitioners (Rowland & Irving 1984) .
We are continuing to collect information about initiatives in this field and would be most interested to hear from any other GPs or counsellors involved in this work who have not already communicated with the working party. (September 1984 Journal, p 794) described a male patient suffering from cystinuria. He had been treated with oral D-penicillamine in large doses (2.5-3 g daily) for 14 years and had developed penicillamine dermopathy. In addition to the recognized side effects of this drug (haemorrhagic blisters, elastosis perforans serpiginosa and cutis hyperelastica), he had produced lesions clinically indistinguishable from pseudoxanthoma elasticum (PXE) . After extensive and sophisticated investigations the authors concluded that the PXE was a previously undescribed side effect of the drug.
The report brought to mind a young Indian girl I saw in 1978 who was suffering from Wilson's disease, well controlled by large doses of the copper chelating agent D-penicillamine (900mg/ day for 14 years). She had also developed typical PXE, which I then regarded as two rarities in one patient. The possibility of the PXE being related to the intake of D-penicillamine had not occurred to me. I therefore arranged to see my patient again Figure 1 . She also shows cutis elastica, particularly over the abdomen ( Figure  2 ) and elastosis perforans serpiginosa (warty papules). There are also haemorrhagic blisters over pressure points, particularly the knees (Figure 3 ) with milia.
In retrospect it would appear that the PXE is due to the drug, and that my original diagnosis of two rarities occurring simultaneously in the same patient was incorrect. My case would be the second to be described if that of Meyrick Thomas et al. was indeed the first. Whether withdrawal of the D-penicillamine and substitution of some other chelating agent would produce a reversal of the cutaneous effects in my patient must await future studies. B BENTLEY-PHILLIPS 12 April 1985 Erythema multiforme associated with menstruation From Dr Katharina Dalton London WI Sir, Dr Wojnarowska and colleagues (May Journal, p 407) seem to have missed the first reported case of premenstrually-recurring erythema multiformea married factory worker, aged 49 years, who was one of a series of 86 cases of premenstrual syndrome (Greene & Dalton 1953) ; the diagnosis of erythema multiforme had been made by a consultant at St John's Hospital for Diseases of the Skin, London. Her history was also discussed and a slide shown at a meeting on the premenstrual syndrome held by the RSM's Section of General Practice in November 1954 (Dalton 1955 . Wojnarowska's case comes within the definition of premenstrual syndrome, which is the 'presence of recurrent symptoms before menstruation with complete absence of symptoms after menstruation'. My patient did not have a history of previous oral contraception. Treatment with daily progesterone injections (25 mg) from ovulation until menstruation 'acted like magic', and she later had a progesterone implant. She remained under my care in general practice for the subsequent 15 years and had no further recurrence.
The treatment of premenstrual erythema multiforme is progesterone from ovulation until menstruation; it is the timing of progesterone therapy which is vital. Progesterone eliminates both the need for tamoxifen, with its associated amenorrhoea, or the alternative of oophorectomy (Dalton 1984 Dr Wojnarowska replies below: Sir, I was sorry not to have referred to Dr Dalton's case of erythema multiforme associated with menstruation. Our patient reported that her symptoms were worse during menstruation and that in most menstrual cycles she was never free of lesions; thus her symptoms would have been rather unusual for the premenstrual syndrome. Her symptoms were also very troublesome during her pregnancy, ceasing only with a spontaneous abortion towards the end of the first trimester.
We felt that the progesterone was the cause of this patient's eruption both because of the temporal relationship of her eruption to serum progesterone levels and also because on two occasions natural progesterone (10 mg) and the synthetic progesterone medroxyprogesterone (10 mg) induced her eruption within 48 hours. We therefore did not consider treating her with progesterone.
FENELLA WOJNAROWSKA 6 June 1985
Allergy to insect stings From Dr Douglas Golding Consultant Rheumatologist Princess Alexandra Hospital, Harlow, Essex Sir, In her interesting review paper (March Journal, p 234) Dr Pamela Ewan does not mention arthralgia or arthritis as possible systemic reactions to insect stings. Some years ago I observed severe generalized arthropathy lasting for some weeks in 3 patients-2 following bee stings and one following a gnat-bite, coming on a day or two afterwards. The last patient had had a similar attack (also following a gnat-bite) a year previously. The attacks were accompanied by temporary elevation of the ESR, slight leukocytosis and normal eosinophil counts.
DOUGLAS GOLDING
16 April 1985 Dr Ewan replies below: Sir, Thank you for letting me see Dr Golding's interesting comment. In a detailed clinical study of 70 bee or wasp allergic patients referred to my clinic, arthropathy was not seen. I have, however, seen mild generalized arthropathy in a small number of patients after mosquito or horsefly bites. In comparing our results with those of Ramsden & Clyne (1984), Hopkins and Jamieson might have drawn attention to the differences in technique which allowed us to demonstrate physiological changes in skin oxygenation. Local heating increases skin blood flow and inhibits normal vasoconstrictor responses. Oxygen electrodes have been widely used at 44°C to estimate arterial oxygen tension in neonates. Electrodes maintained at 44°C have subsequently been employed to investigate oxygenation of the skin in adults, both in normals and in subjects with venous insufficiency (Ramsden & Clyne 1984 , Kalis 1984 . We too have carried out studies at this temperature and our findings are consistent with these published reports. However, heating the skin to 44°C obscures the physiological changes in oxygen tension associated with normal regulation of blood flow. Equally, it fails to show the pathological deviations found in venous insufficiency. It is precisely for this reason that we introduced the measurement of skin oxygen tension at 37°C which enabled us to demonstrate the fundamental abnormality which is so striking following exercise in venous insufficiency.
The increased clearance of antibiotic marker from the circulation into the ulcer-bearing skin in leg ulcer patients during bed rest as compared with values in ambulant patients (Hopkins & Jamieson 1983) fits in very well with our reported findings. There is an increase in skin oxygen tension in recumbency in venous leg ulcer patients when compared with ambulant values. These changes reflect alterations in skin blood flow. The increased clearance of antibiotic marker therefore parallels the increase in blood flow in the recumbent posture. Messrs Hopkins and Jamieson reply below: Sir, We agree that the methods employed by Sarkany, Dodd and Gaylarde are interesting. Transcutaneous oxygen electrodes were originally designed for use on thin, neonatal skin with local vasodilatation. Subsequent studies have been performed on adults using electrodes at 44°C, such as the one referred to by Ramsden & Clyne (1984) . At this temperature there is maximal delivery of oxygen to the electrode but local physiology is distorted, as recently shown by P G Shakespeare and I D Swain, who used a transcutaneous microscope to demonstrate closure of capillary loops in the papillary dermis and opening of deeper arteriovenous anastomoses in response to local increase in skin temperatures (presentation to Blood Flow Group meeting, Biological Engineering Society, Dundee 1985) .
Diffusion resistance of the dermis to oxygen is the vital factor. The use of an electrode at 37°C is interesting as it may allow the detection of microvascular tone, particularly in a dynamic test, but the diffusion of oxygen at this temperature will be very low, as seen in the results reported. The changes they observe with patients standing and exercising probably reflect changes in microvascular tone in response to venous hypertension, which is present in both controls and patients on standing but sustained on exercise only in patients.
However, we cannot agree that this is a vital factor in the aetiology of tissue necrosis and venous ulceration. These studies were performed on an area of skin which does not normally bear the brunt of a liposclerotic process. Our studies of the liposclerotic or ulcerated tissue showed that the regional blood flow was five or six times greater than normal. How can a failure to increase on exercise therefore be incriminated in the tissue damage without the additional factor of a barrier to diffusion?
Finally, we should point out that our antibiotic clearance test was always carried out with the patient lying supine and at rest. The differences were related to those patients who had been on bed rest over the preceding week or more, compared with those who had been up and about until the day of their test. Short-term vasomotor changes in response to posture are therefore not relevant. The term 'venous ulceration' is a total misnomer and is a mask behind which those surgeons who have great difficulty in healing ulcerated legs can so easily hide. I demonstrated a long time ago (Rivlin 1956 (Rivlin , 1958 ) that ulcerated legs should be correctly referred to as 'gravitational ulcers', a term first used by Arthur Dickson Wright.
Ultimately, ulcerated legs (excepting, of course, ischaemic ulcers) are due to the presence of oedemabrought about by alteration in tissue osmotic pressureswhich makes the tissues like blotting paper, so that if they have a kick or a knock they find difficulty in healing and produce a chronic ulcer. 75% of gravitational ulcers are true varicose ulcers since the oedema is due to the presence of varicose veins interfering with venous return. These ulcers-the vast, vast majority (I deliberately repeat myself) of ulcerated legs-can be permanently cured by proper surgery to the varicose veins: that is to say, juxtafemoral or juxtapopliteal ligation combined with multiple phlebectomy (Rivlin 1975) . 20% of gravitational ulcers, and only 20%, are due to deep vein thrombosis; these can be healed simply and quickly by elastic, adhesive, ambulatory compression (Rivlin 1958) . However, although they can be helped, they cannot be cured by surgery, owing to the presence of so many incompetent perforating veins that it is quite impossible to deal with them all. Hence these patients must be taught the principles of venous return if they are to keep well: sleep forever more with the foot of the bed elevated 9 inches (22.8 cm), and probably also wear some supporting bandage. The remaining 5% of gravitational ulcers are due to all the other factors which can produce chronic oedema in the legs, e.g. fixed knees, arthritis of the hip, rheumatoid arthritis, etc. These patients are even more difficult to treat and really have to be healed in an elevated bed after which, hopefully, treatment of the underlying arthritic condition can help them to remain well.
Hence, the picture of leg ulceration is one of great hope and mainly of cure (75%) -not one of frustration and despair, as one would imagine from reading the editorial by Hopkins and Jamieson. It is sad that the onset of 'high-tech' surgery should lead us to speak of 'diffusion barriers', 'tortuosity of dermal capillaries', 'pericapillary fibrins' and 'positron emission tomographic scanning' in the treatment of a relatively simple condition which merely requires the use of the surgeon's eyes, ears, hands and brain combined with some clinical acumen and the presumably lost art of elucidation of physical signs, in order to achieve a high rate of cure (Rivlin 1975) .
Why surgeons all over the world seem bent on losing themselves in a fog of pseudoscientific claptrap in the treatment of such a simple condition is beyond belief.
STANLEY RIVLIN
24 May 1985 Messrs Hopkins and Jamieson reply below: Sir, 'Venous ulceration' is a perfectly acceptable term since, to quote Mr Rivlin's own figures, venous pathology is responsible for 95% of cases. Gravity acts adversely on the venous circulation; therefore 'gravitational ulcer' as a term also has some logic. As a result of 45-minute patient interviews, Mr Rivlin 'estimates' that 6 out of 10 ulcers are due to 'simple varicose veins' (Rivlin 1958) . More adequate investigations reveal a much higher incidence of deep vein damage and where this has occurred the results of surgery are poor (Burnand et al. 1976) . 'Varicose ulcer' is therefore a bad term. Sethia & Darke (1984) , using pedal venous pressure studies, found only 18 out of 118 patients with ulcers where the venous abnormality was confined to the long saphenous and perforating veins.
In the treatment of venous ulceration, encouraging results have-recently been reported by Negus (1985) , who pays careful attention to the division of incompetent perforating veins; but not all surgeons enjoy such success, and analysis of the pathogenic mechanisms involved will help to make treatment more effective. The observation that the tissues are like blotting paper is not an adequate explanation. Scientific techniques are involved, but there is no need to be lost in a fog. We enjoy clinical acumen and the elucidation of physical signs but they are not infallible, as McIrvine et al. (1984) have reported. Clinical acumen permits the observations that not all oedematous extremities ulcerate, that not all ulcerated extremities are oedematous, that not all ulcerated limbs have varicose veins, that venous ulcers heal slowly even under ideal conditions, that the subcutaneous tissue of the gaiter area of these limbs is hard and thickened (liposclerosis), that the skin is hot (high blood flow), and that there are plenty of these patients who have not yet been cured. Based on retrospective studies, it has been claimed that preoperative percutaneous biliary drainage decreases operative mortality (Nayakama et al. 1978 ) and morbidity (Denning et al. 1981 ). This has been substantiated in a single nonrandomized trial (Gundry et al. 1984) . However, recent prospective randomized studies (Hatfield et al. 1982 , McPherson et al. 1984 , Pitt et al. 1985 have found no decrease in postoperative morbidity and mortality following preoperative percutaneous biliary drainage. In fact the mortality (McPherson et al. 1984 ) and the duration of hospital stay (McPherson et al. 1984 , Pitt et al. 1985 were significantly higher in the drained than in the undrained group.
Endoscopic placement of an endoprosthesis is an alternative to percutaneous biliary drainage (Cotton 1982) . Tumours of the ampulla of Vater can often be cured by surgery (Warren et al. 1975) , but all other patients with malignant obstructive jaundice have an appalling prognosis. Endoscopic endoprosthesis in these cases may afford better palliation than surgery.
Initial results in the use of endoscopic endoprosthesis in the management of malignant obstructive jaundice are encouraging. Randomized trials comparing different palliative approaches are now in progress and results evaluating complications, mortality and survival rates are eagerly awaited. J DERODRA 30 May 1985 Pesticide residues in food From Dr D G Mayne Area Hospital, Craigavon Sir, I was interested to read Dr Turnbull's reply to points raised in the June issue (pp 508-509). I am sure your readers will note the discrepancy between the American Environment Protection Agency doubting earlier laboratory tests, the West German government refusing to renew the licence for sale of paraquat because of such doubts, and Dr Turnbull's implication that chemicals are safe (Soil Association Quarterly Review 1985) .
Environmental medicine has many experiments that show disturbances of function that may not be apparent at higher doses because the reactions interfere with different enzyme systems (Rea 1977 , Kon 1978 , Knave et al. 1979 ). The problem is worsened by other chemicals interfering with the individual's capacity to 'tolerate' the total load. Even amoeba (or basophils) vary in response depending on several variables, not just the chemical added. I feel the point made by Dr Turnbull in his last paragraph ('where reliable monitoring and statistics are available, there are no recorded instances of ill effects') does not take into consideration how little study there will be and the skill needed to discover the aetiology unless there is considerable political will (not noticeable in 'acid rain') (Randolph & Moss 1984 , Elsworth 1984 
